


THFE2IS

This is to certify that the
thesis entitled

THE IMPACT OF COMMUNITY VIOLENCE
ON INFANTS’ SOCIAL AND EMOTIONAL COMPETENCE

presented by

Kerry L. Kelly

has been accepted towards fulfillment
of the requirements for the

MA. degree in Clinical Psychology

e /M or Professor's Sign@é

12/05/2002

Date

MSU is an Affirmative Action/Equal Opportunity Institution

-~ e —

e —



LIBRARY
Michigan State
University

PLACE IN RETURN BOX to remove this checkout from your record.
TO AVOID FINES return on or before date due.
MAY BE RECALLED with earlier due date if requested.

DAIEQUE DATE DUE DATE DUE

%uﬂgs 19 292604

6/01 c¢/CIRC/DateDue.p65-p.15



THE IMPACT OF COMMUNITY VIOLENCE ON INFANTS’ SOCIAL AND
EMOTIONAL COMPETENCE

By

Kerry Lynn Kelly

A THESIS
Submitted to
Michigan State University

in partial fulfillment of the requirements
for the degree of

MASTER OF ARTS
Department of Psychology

2002



ABSTRACT

THE IMPACT OF COMMUNITY VIOLENCE ON INFANTS’ SOCIAL AND
EMOTIONAL COMPETENCE

By

Kerry Lynn Kelly

The present investigation employed an ecological framework in the study of
domestic violence. Specifically, the study examined the impact of community violence,
an exosystem variable, on domestic violence, a microsystem factor, and the individual
functioning of infants, an understudied population. Community violence was expected to
have a significant, negative influence on infant mental health. Participants included a
community sample of 94, 12-month-old infants and their mothers living in a Midwestern,
metropolitan area. Domestic violence, maternal mental health, and infant social and
emotional competence were assessed by maternal report. Community violence, defined
as the average proximity to all police incidents of violent crime occurring within the
community where the infant lives, was assessed using Geographic Information Systems
technology. Structural equation modeling results revealed that community violence
directly increases infants’ social and emotional behavior problems, the occurrence of
domestic violence, and maternal mental health problems. Results also indicated that
maternal mental health mediates the relationship between community violence and infant
functioning, as well as the relationship between domestic violence and infant adjustment.
The importance of developing and testing contextual models in the study of domestic

violence is emphasized.
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Literature Review

The current project is the first known effort to examine the impact of community
violence (including all police incidents of community violent crime) on infant’s
experiences of domestic violence (DV; defined here as male violence against female
romantic partners) and social and emotional development. Thus far, research on the
impact of DV on children’s mental health has focused primarily on individual and family
factors that affect the adjustment of preschool and school-aged children. Infants exposed
to DV have virtually been ignored, as have the effects on mental health of living in a
neighborhood with high levels of violence. In contrast, research on child maltreatment
has begun to include community violence as an additional risk factor for children’s
functioning.

Several researchers have proposed an ecological/transactional model of individual
functioning and psychopathology, which emphasizes the importance of examining all
levels of the environment within which an individual lives (Belsky, 1980;
Bronfenbrenner, 1977; Cicchetti & Lynch, 1993). The ecological framework includes
four nested levels of ecology, each varying in proximity to the individual, and each
containing risk and protective factors that influence both the individual and neighboring
social contexts. Moving from the proximal to the more remote contexts, the ontogenic
level includes the individual and his or her own development; the microsystem consists of
the individual’s immediate settings, such as the family, workplace, and school; the
exosystem includes other social structures, which encompass the immediate settings in
which the individual lives, such as the neighborhood and community; and finally, the

macrosystem consists of the beliefs and values of the individual’s culture. All four levels



of ecology interact and influence each other in shaping an individual’s development and
adaptation.

A comprehensive understanding of human development requires that researchers
move beyond the immediate contexts to assessing more distal aspects of the individual’s
environment. Yet, nearly all research on the impact of DV on children’s mental health
has depended on individual- (ontogenic) and family-level (microsystem) factors that
affect individual development, while ignoring the influence of both community-
(exosystem) and societal-level (macrosystem) variables. The current study is an initial
attempt to incorporate the exosystem in a contextual model of DV which considers the
mental health effects of both living in a violent home and in a violent community on
infants, an understudied population (see Figure 1 for hypothesized conceptual model).
The model includes a hypothesized direct, negative effect of community violence on the
social and emotional competence of infants aged 12 months. Specifically, the study
considers five developmental outcomes: activity level, aggression/defiance, peer
aggression, emotional negativity, and depression/social withdrawal. In addition, DV and
maternal psychological health (microsystem factors) are tested as mediators of the

hypothesized relationship between community violence and infant functioning.
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Problem of Domestic Violence (DV)

Reported rates of domestic violence appear to be on the decline since DV first
came to the public’s attention in the 1970’s. Based on the results of two national surveys,
Straus and Gelles (1986) reported that violence against women decreased from 1975 to
1985 by 27 percent. Data from the National Crime Victimization Survey resulted in
similar findings, indicating that the number of female victims of DV decreased from 1993
to 1998 (Rennison & Welchans, 2000). Taken together, these findings suggest that
increased public attention to DV and, therefore, increased resources aimed at reducing
spousal violence have been moderately successful. Despite efforts to intervene in
intrafamily conflict, however, DV remains an important criminal justice concern and
public health problem with an estimate of over 1.5 million women beaten by an intimate
partner annually in the United States (Straus & Gelles, 1986; Tjaden & Thoennes, 2000).
Because most victims are battered on more than one occasion, the number of
victimizations exceeds the number of victims, with an estimated 4.9 million intimate
partner rapes and/or physical assaults perpetrated against women each year in the U.S
(Tjaden & Thoennes, 2000).

Although DV certainly has implications for the physical and psychological health
of battered women, intimate partner violence also affects exposed children.
Unfortunately, violent families tend to have more children than nonviolent families
(Graham Bermann, 1996; Wolfe, Jaffe, Wilson, & Zak, 1985). In a study on child
witnesses of DV, almost 60% of the battered women had 3 or more children (Lehmann,
1997). And battered women report that, in 90% of the cases, their children are either in

the same or next room when their partners assault them (Hughes, 1988; Rosenberg &



Rossman, 1990). Straus (1991) estimated that 10 million children in the United States
witness DV against their mothers each year. In one study, 70% of the children reported
directly seeing DV, while the remaining 30% reported hearing it (Graham Bermann &
Levendosky, 1998). Thus, even if children do not see DV, they are still aware that it is
occurring and could be affected.

Many children living in DV households are often more involved than just seeing
or hearing DV. Fantuzzo, Boruch, Beriama, Atkins, & Marcus (1997) found that many
children living in DV families were literally calling for help, being identified as the cause
of the argument by the parents, and/or were the targets of child abuse. Several studies
indicate a high concordance between DV and child maltreatment. For example, a study
of Australian children found that 65% of children exposed to DV were also involved as
direct victims of verbal, physical, or sexual abuse (Mathias, Mertin, & Murray, 1995).
Likewise, Rosenbaum and O’Leary (1981) found that 82% of men who report witnessing
DV between their parents also report experiencing child abuse. Finally, another study
found that 26% of children exposed to DV were also abused within the last year
(Christopoulos, Cohn, Shaw, Joyce, & et al., 1987). This estimate may be low, however,
as it was based on reports from mothers who may have been reluctant to report child
abuse.

Children are emotional victims, if not physical victims of DV and, therefore, may
suffer consequences from exposure to intimate partner violence. However, children did
not appear in the DV research literature until the 1980’s and even now, findings
regarding the impact of DV on children’s adjustment are inconsistent (Christopoulos et

al., 1987; Levendosky, Huth-Bocks, Shapiro, & Semel, 2000; Wolfe et al., 1985; Wolfe,



Zak, Wilson, & Jaffe, 1986). In addition, there are few laws to protect children exposed
to DV (Fantuzzo, Mohr, & Noone, 2000). And children’s safety is often ignored as
evidenced by the shift to parental rights and preference for joint custody, despite the fact
that DV may be present in many cases (Pagelow, 1990). Furthermore, research
examining the impact of DV on preschool children is limited, and virtually nonexistent
for infants, even though young children are more likely to be exposed to DV than older
children. One study found that children, especially under the age of 5, are
disproportionately present in households where there was a substantial amount of DV
(Fantuzzo, Boruch, Beriama, & Atkins, 1997). Another study found that physical
violence between partners is inversely related to age, such that young couples who are
most likely to have young children report the highest levels of DV (Straus, Gelles, &
Steinmetz, 1980). Furthermore, young children may be exposed to more severe forms of
DV. A longitudinal study of couples showed that overall high rates of DV were most
intense during the early stages of the relationship (O'Leary et al., 1989), which is often

when couples have young children.
Impact of DV on Children’s Mental Health

Infants

Despite the prevalence of infants living in homes with DV, few empirical studies
have examined the influence of DV on infant and toddler functioning. Layzer, Goodson,
and deLange (1986) examined physical health and behavior problems in infants residing
in battered women’s shelters. Over half of these infants demonstrated weight and eating
disturbances, difficulty sleeping, and did not react normally to adults. Approximately

70% of the infants over 18 months of age exhibited disturbances in mood and problems



with social interaction. Clinical reports offer similar findings, suggesting that infants
who witness intimate partner violence against women have poor physical health, bad
sleeping habits, are highly irritable, and display high rates of screaming and crying
(Alessi & Hearn, 1984). Finally, preliminary evidence from a small sample of children
under age 4 indicates that young children exposed to DV may suffer from posttraumatic
stress disorder (Scheeringa, Zeanah, Drell, & Larrieu, 1995).

A few studies have examined the impact of nonviolent marital conflict on infants’
adjustment. Young children, ages 12-36 months, with difficult temperament exhibited
strong, negative reactions to marital disputes (Easterbrooks, Cummings, & Emde, 1994).
Another study conducted by Cummings, Zahn-Waxler, and Radke-Yarrow (1981) found
that infants aged 10-20 months exposed to frequent interparental anger were more likely
to exhibit signs of anger, distress, or attempts to comfort or settle their angry parents
compared to infants exposed to infrequent anger between their parents.

Studies of normal infant development suggest that infants under 12 months can
discriminate facial and vocal emotional expressions, and infants 6 months and older can
use others’ vocal and facial expressions to judge situations (Walker Andrews, 1997).
Thus, even during the first year of life, infants have the ability to detect the anger and
distress of their parents during interspousal violence, which may affect their continuing
development. The present study adds to the current literature by examining the impact of

DV on infant adjustment.

Preschool and School-aged Children
Externalizing and internalizing behavior. Although literature concerning infants

and DV is scant, research findings suggest that exposure to DV, a microsystem factor, has



implications for the healthy development of preschool- and school-aged children. Child
witnesses of DV suffer from problems similar to those of maltreated children. For
example, Jaffe, Wolfe, Wilson, and Zak (1986) report that both children who witness DV
(ages 4-16) and abused children (ages 6-16) suffer from more externalizing and
internalizing problems than a community comparison group (ages 6-16). Common
problems included clinging to caregivers, loneliness, feeling unloved, unhappiness,
sadness, jealousy, worrying, disobedience, lying, cheating, destroying property, cruelty
towards others, fighting, and interactions with deviant peers. Furthermore, children who
were either exposed to violence or abused directly suffered from more severe forms of
adjustment problems with 90% of abused and 75% of exposed children exhibiting
clinically significant behavior problems.

Studies of children who witness DV, but who are not necessarily victims of child
maltreatment, suggest that children of battered mothers are at a high risk for behavior
problems and often have clinically significant adjustment problems (Fantuzzo et al.,
1991; Graham Bermann, 1996; Wolfe et al., 1985). As marital discord itself is a strong
predictor of child behavior problems (Pepler, Catallo, & Moore, 2000), Rosenbaum and
O’Leary (1981) compared children who witnessed DV to both children of satisfied
couples and to children with maritally discordant, yet nonabusive parents to determine if
the increased likelihood of behavior problems among children who witness DV is due to
violence and not simply a function of an unhappy marriage. The researchers report that
school-age children who witness violence between their parents are more likely to score
in the clinical range on conduct and personality disorders than school-age children of

happily and unhappily married parents. These findings suggest that children’s deviance



may, indeed, be a function of witnessing DV. Clinical observations also suggest that
school-age children of battered mothers suffer from internalizing and externalizing
problems, including anxiety, depression, fighting, impulsivity, and disobedience (Moore,
Pepler, Mae, & Michele, 1989).

Cross-cultural research supports these findings, indicating that children from
backgrounds of DV function at a lower level than children living in nonviolent homes. In
a study conducted on Australian children, Mathias et al. (1995) found that 6- to 12-year-
old children exposed to DV suffer from more emotional and behavioral problems, are
more withdrawn and depressed, express more somatic complaints, and exhibit more
delinquent and aggressive behavior than children not exposed to DV. A study of 110 8-
to 12-year-old Israeli children revealed similar results with child witnesses of DV
admitting that they were more likely to behave in ways likely to get them into trouble.
They also felt sad and rejected more often than children from nonviolent homes
(Sternberg, Lamb, & Dawud Noursi, 1997).

In order to gain a deeper understanding of the internalizing symptoms of children
living in domestically violent families, Graham-Bermann (1996) assessed the targets of
children’s worry and the specific types of behavior children worry about. According to
child reports, school-age children exposed to DV are significantly more worried about the
vulnerability of their mothers and siblings than children not exposed to DV, and are more
likely to worry about the harmful behavior of their fathers. Furthermore, adjustment
problems, specifically anxiety and depression, of children of battered mothers are
significantly related to worry about the harmful behavior of family members. Another

study of 8- to 14-year-old children provided similar results, suggesting that witnessing



DV is related to a child’s fear that a parent will be hurt or killed, as well as a child’s self-
blame that he or she is contributing to or failing to prevent interparental violence, all of
which may result in anxiety, depression, and feelings of hopelessness and low self-worth
(Grych, Jouriles, Swank, McDonald, & Norwood, 2000).

Although several studies suggest that children exposed to DV exhibit elevated
levels of externalizing and internalizing behavior problems, findings are inconsistent.
Christopoulos et al. (1987) found that 5- to 13-year-old children exposed to DV suffer
from significantly more internalizing problems than a community sample but not
externalizing problems. Thirty-three percent of the children exposed to DV, however,
scored in the clinical range on externalizing and internalizing behavior problems as
compared to 17.5% and 10% of the community sample, respectively. In contrast, another
study found that preschool children exposed to DV displayed elevated levels of
externalizing problems, but not internalizing problems (Levendosky et al., 2000).

Finally, one study suggests that children exposed to DV do not exhibit more behavior
problems than children not exposed to DV. Although Wolfe et al. (1986) found that 4- to
13-year-old children recently exposed to DV display fewer interests and participate in
fewer social activities according to maternal report, these children did not show
significantly more behavior problems than children from nonviolent families. This study,

however, is in contrast with the majority of the DV research.

Social competence. Findings on children’s social competence are similarly
unclear. Both clinical observations and empirical studies suggest that school-age children
who have witnessed DV have diminished social competence, including difficulty

interacting with peers and adults, difficulty solving social problems, and trouble
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generating appropriate solutions to social conflict (Mathias et al., 1995; Moore et al.,
1989; Wolfe et al., 1985; Wolfe et al., 1986). However, Jaffe et al. (1986) found no
group differences in social competence between boys who witnessed DV

(ages 4-16) and a community sample of boys (ages 6-16). Similarly, Christopoulos et al.
(1987) report no differences in perceived competence between school-aged children
living in violent families and those living in nonviolent homes. This study may have
been methodologically flawed, however, as almost half of the women in the comparison
group in this study reported mild DV, such as pushing and throwing.

Traumatic stress. In addition to behavior problems and problems in perceived
competence, several studies indicate that children living in violent homes experience
trauma symptoms. Lehmann (1997) found that 56% of a sample of 84 child witnesses of
DV (ages 9-15) met the criteria for PTSD. This estimate may be high, however, as these
children were all living in a shelter at the time of assessment and thus, traumatic
symptoms may be partially the result of relocating or being separated from family,
friends, and school. It is also possible that shelter children have been exposed to more
severe violence than those whose mothers do not have to seek shelter. Therefore,
estimates based on community samples of children may be more accurate.

Graham-Bermann and Levendosky (1998) report that 13% of a community
sample of 7- to 12-year-old children living in DV homes met criteria for PTSD as defined
by the DSM-IV. Despite the low rate of children meeting the diagnostic criteria for
PTSD, the majority of these children suffered from traumatic stress symptoms with 52%
meeting the criteria for re-experiencing symptoms, 19% meeting the criteria for

avoidance symptoms, and 42% for hyperarousal. A study of preschool-age children
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found similar results, indicating that between 3% and 24% of a community sample of
child witnesses of DV met criteria for a PTSD diagnosis depending on the measure used
to assess symptomatology (Levendosky, Huth-Bocks, Semel, & Shapiro, 2002).
Although few met diagnostic criteria, all of the children expressed at least one trauma
symptom with the most common being re-experiencing and hyperarousal. It is possible
that children exposed to DV actually suffer from PTSD at higher rates than reported in
these studies because diagnoses were determined using adult criteria for PTSD, and child
responses to trauma may be qualitatively different than those of adults. For example,
children may react to violent trauma by clinging to their caregivers instead of engaging in
avoidant behaviors as adults commonly do (Graham Bermann & Levendosky, 1998;
Levendosky et al., 2002).

Regardless of the rates of PTSD in children exposed to DV, trauma symptoms are
associated with increased severity (Levendosky et al., 2002), duration, and frequency of
mother assault (Lehmann, 1997). Furthermore, PTSD symptoms, specifically intrusive,
re-experiencing symptoms, are associated with child externalizing problems (Levendosky

et al., 2002).

Explanations for diverse findings. In order to account for the diversity of findings
linking DV and child adjustment problems, Grych et al. (2000) hypothesized that children
exposed to DV exhibit several different profiles of functioning. To test their assertion,
the researchers used cluster analysis to identify five distinct patterns of adjustment among
a sample of 228 8-to 14-year-old children living in a shelter for battered women: no
problems, multiproblem-externalizing, externalizing, mild distress, and multiproblem-

internalizing. Although one-third of the children showed no signs of maladjustment, one-
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third exhibited both internalizing and externalizing problems falling onto one of the two
multiproblem groups. The researchers also examined factors that predicted adjustment
patterns, finding that both multiproblem groups had higher child reports of exposure to
DV, suggesting that frequency of exposure is related to problematic behavior. In
addition, children’s perceptions and appraisals of DV differed across the groups, such
that both multiproblem groups and the mild distress group feared that a parent would be
hurt or killed, and felt responsible for either causing or failing to prevent the conflict
between their parents.

Determining distinct patterns of adjustment among children of battered mothers
may account for the inconsistent findings regarding the impact of DV on children.
Alternatively, it is possible that poor methodology contributes to the discrepant findings.
For example, many studies on DV and children utilize shelter samples of children, which
may compromise the external validity of results. One study suggests that adjustment
problems may be related to shelter residence. Fantuzzo et al. (1991) compared DV
families living in a shelter, DV families living at home, and nonviolent families.
Although both shelter children and children living in DV homes (ages 3-6) exhibited
more adjustment problems than those children living in nonviolent families (ages 3-6),
when the contribution of aggression to behavior problems was statistically removed, all
significant group differences for externalizing problems as well as differences between
home violence and control groups in internalizing problems disappeared. However, those
children living in shelters for battered women still displayed significantly higher levels of

internalizing behavior problems and poorer social adjustment. These results suggest that
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children living in shelters may have a distinct set of problems that may or may not be
related to DV and, thus, may not be representative of all children exposed to DV.
Although there are a diversity of findings concerning DV and children’s
adjustment, the majority of the research literature indicates that preschool- and school-
aged children suffer from a myriad of mental health problems, including internalizing and
externalizing behavior problems, diminished social competence, and PTSD. However, it
remains unknown whether infants exposed to DV suffer similar consequences as older
children with battered mothers. The present project adds to the sparse research literature
regarding infants and DV. In addition, the current study uses a community sample of

infants to increase the generalizability of results.

Impact of Maternal Psychological Functioning on Children’s Mental Health
In addition to the presence of domestic violence, poor maternal mental health, an

additional microsystem factor, may negatively affect infants’ social and emotional
development. Crmic, Greenberg, Robinson, and Ragozin (1984), in a longitudinal
investigation of mother-infant pairs, found evidence suggesting that maternal
psychological functioning may have consequences for 1- to 18-month-old infants’
adjustment. The researchers found that maternal stress impacts mothers’ satisfaction with
parenting and child-rearing attitudes, such that the more negative life stress a mother
experiences, the less satisfied she is with her parenting and the more negative she is
toward raising children. Furthermore, mothers experiencing negative life stress were less
responsive than those experiencing less stress; maternal stress at one-month post-partum

predicted mother’s sensitivity to infants’ cues at four months (Crnic et al., 1984).
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Although not examining infants, several studies suggest that maternal mental
health, in the context of DV, negatively impacts children’s adjustment. For example, a
study examining the mother-child relationship in the context of family violence found
that the most troubled children of those who witnessed DV in their families were those
whose mothers were depressed and aggressive towards them (Pepler & Moore, 1995).
Another study found that factors associated with maternal stress, including poor mental
health, accounted for almost 20% of the variance in school-age children’s adjustment
(Wolfe et al., 1985). In addition, maternal stress accounted for a significant proportion of
variance in child behavior problems and social competence over and above DV.
Conversely, DV accounted for a nonsignificant amount of variance in children’s
adjustment when controlling for maternal stress (Wolfe et al., 1985). These results imply
that the impact of children witnessing DV may be partially a function of mothers’
impairment as a result of being battered. Finally, in a study examining preschool children
and mothers exposed to DV, researchers found that the negative impact of DV on
children’s behavior resulted, in part, from the mediation of maternal psychological
functioning (Levendosky et al., 2000). Furthermore, the researchers found that depressed
and traumatized battered women reported lower parenting effectiveness than well
functioning women (Levendosky et al., 2000).

Although research suggests that maternal stress impacts parenting and child
adjustment, and maternal mental health has been shown to partially mediate the
relationship between DV and children’s adjustment, no known study to date has
examined the impact of maternal psychological functioning on infant behavioral

outcomes in the context of DV. The present study adds to the existing literature by
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including a direct path between maternal psychological functioning and infant socio-

emotional development in the hypothesized model (see Figure 1).

Systems Theory

While studies document the negative impact of DV and maternal mental health,
both microsystem variables, on children’s functioning, DV researchers have yet to
consider broader ecological forces. Systems theory provides a theoretical basis for
assessing the exosystem in the conceptualization of domestic violence. General systems
theory was first proposed in the 1940’s by biologist Ludwig von Bertallannffy as an
attempt to encourage a comprehensive theoretical model embracing all living systems
(Goldenberg & Goldenberg, 1996). By focusing attention on the pattern of relationships
within or between systems, as opposed to studying the individual in isolation,
Bertallannffy’s theory was seen as widely applicable to the social sciences. Systems
theory has emerged as an overall concept which encompasses principles from both
general systems theory and cybemetics, and focuses on the relationship between elements
rather than just the elements themselves (Goldenberg & Goldenberg, 1996). Systems
theory considers the family as a system, as well as other larger social systems in which
the family is embedded, such as the peer system and the outside world, including the
community and culture (Wagner & Reiss, 1995). As nobody exists in isolation, emphasis
is on the transactions taking place among systems, as opposed to the separate qualities or
characteristics of an individual. In other words, systems theory proposes a broader
examination of the ongoing context in which current individual or family dysfunction
occurs. Thus, psychopathology is conceptualized as having multiple causes at various

levels.
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The systems themselves are organized and have boundaries, and each higher-level
system encompasses all lower-level ones, such that the systems are organized
hierarchically (Napier & Whitaker, 1978). Nevertheless, each system influences and
responds to each other system. Because individual behavior can only be understood in
the context of larger systems (Wagner & Reiss, 1995), one must integrate knowledge
from many different levels to understand individual functioning. Thus, in order to
understand the impact of DV on infant’s adjustment, one must also consider the larger
community in which the family lives. Furthermore, one must examine the community to

understand DV and family-level functioning. These are the goals of the current study.

Impact of Community Violence on Children’s Mental Health

Although there is little research on the influence of community violence on
infants’ mental health, research on the consequences of community violence for
preschool and school-aged children suggests that living in a threatening neighborhood
adversely affects children’s socio-emotional functioning. For example, community
violence exposure increases the likelihood of internalizing behavior problems in children.
Data collected from 6- to 10-year-old children living in a moderately violent Washington
D.C. neighborhood, according to D.C. police data on reported violent crimes (i.e.
neighborhood level of reported violent crimes was just below median level of reported
violence across all 7 multicensus track geographical areas of Washington D.C.), indicate
that witnessing acts of community violence increases distress symptoms among children,
which often result in depression and anxiety (Martinez & Richters, 1993). Similar to the
majority of research on children and community violence, the researchers determined the

frequency of community violence exposure based on child responses to the Survey of
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Exposure to Community Violence (SECV) (Richters & Saltzman, 1990) and the Things I
have Seen and Heard structured interview (Richters & Martinez, 1990), both of which
assess witnessing and victimization of violent events, such as shootings, stabbings,
arrests, domestic abuse, and physical threats, etc. Likewise, based on findings from their
longitudinal study, Lynch and Cicchetti (1998) conclude that community violence
exposure, as measured by the child-version of the SECV (Richters & Saltzman, 1990),
places school-age children at risk for developing clinical levels of depression and anxiety.
While children exposed to violence often exhibit general symptoms of anxiety
(Lynch & Cicchetti, 1998), several studies indicate that both acute and chronic
community violence often result specifically in trauma symptoms in preschool- and
school-age children (La Greca, Glickman, Perez, & Silverman, 2002; Lynch & Cicchetti,
1998; Nader, Pynoos, Fairbanks, & Frederick, 1990; Nader, Pynoos, Fairbanks, Al Ajeel,
& al., 1993; Pynoos et al., 1987). For example, Pynoos et al. (1987) found that school-
age children (ages 5-13) exhibited post-traumatic stress reactions in response to a deadly
sniper attack on an elementary school playground in Los Angeles. Furthermore, the
number of post-traumatic stress symptoms children displayed increased as the degree of
exposure to the violent event increased (i.e., children on the playground at the time of the
sniper attack exhibited more trauma symptoms than children who were in the school at
the time of the event). Physical proximity to the attack remained the main predictor of
post-traumatic stress reactions in a 14-month follow-up study (Nader et al., 1990).
Likewise, studies suggest that school-age children exhibit posttraumatic stress symptoms

following exposure to persistent violence, such as wartime violence (Nader et al., 1993)
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and chronic community violence, based on child report of witnessing and victimization of
violent crimes (La Greca et al., 2002; Lynch & Cicchetti, 1998).

In addition to displaying internalizing symptoms, children exposed to community
violence often exhibit externalizing symptoms. Several researchers have found an
association between community violence exposure and externalizing behavior problems
in school-age children (Glickman, La Greca, & Perez, 2002; Gorman Smith & Tolan,
1998; Miller, Wasserman, Neugebauer, Gorman Smith, & Kamboukos, 1999). For
example, Miller et al. (1999) found that 6 to 10-year-old boys’ reports of witnessing
extra-familial violence as measured by the Conflict Tactics Scales (Straus, 1979) were
positively related to current antisocial behavior and antisocial behavior over time.
Glickman et al. (2002) also found that community violence as measured by the SECV
(Richters & Saltzman, 1990) was a significant predictor of externalizing behavior
problems in 3"-5" grade boys and girls. In the long run, growing up in violent
communities places adolescent children at greater risk of adopting lifestyles and behavior
patterns that make them susceptible to becoming violent perpetrators themselves
(Dahlberg, 1998).

Similar to the literature concerning the impact of DV on children, exposure to
community violence can result in internalizing and externalizing behavior problems, and
PTSD in preschool- and school-aged children (Martinez & Richters, 1993; Miller et al.,
1999; Pynoos et al., 1987). Yet, community violence and its implications for infants’
mental health are not well studied, primarily because of the erroneous assumption that
infants and toddlers are too young to be affected by such events (Osofsky, 1995). While

young children’s limited cognitive development may protect them from having a

19



complete understanding of violent events, Drell, Siegle, and Gaensbauer (1993) argue
that even from the first few months of life, infants are capable of remembering events,
including traumatic ones. In support of this assertion, clinicians and researchers suggest
that community violence is associated with posttraumatic stress symptoms in infants
(Osofsky, 1995; Osofsky & Fenichel, 1994; Zeanah, 1994). Furthermore, suggested
secondary reactions to community violence may include fear, irritability, sleep
disturbances, affect regulation, and the disruption of developmental tasks such as the
development of trust and language (Osofsky, 1995; Osofsky & Fenichel, 1994; Pynoos,
1993; Zeanah, 1994).

Although these primary and secondary effects of exposure to traumatic events
such as community violence have been observed in infants and toddlers, the relationship
between community violence and infants’ psychological adjustment has not been
empirically supported. The present study addresses this gap in the literature, testing a
model that includes a direct effect between community violence and infant functioning
(see Figure 1).

Impact of Community Violence on Family Violence

In addition to affecting individual functioning, community violence may influence
microsystem functioning. Violent communities may lead to increased violence within the
family. Several researchers have reported a significant relationship between community
violence exposure based on the SECV (Richters & Saltzman, 1990) and intrafamilial
violence (Lynch & Cicchetti, 1998; Osofsky, Wewers, Hann, & Fick, 1993; Richters &
Martinez, 1993). Richters and Martinez (1993) found a significant number of children

who reported witnessing acts of community violence in Washington D.C. also reported
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high levels of interparental violence as measured by the Conflict Tactics Scale (Straus,
1979). Osofsky et al. (1993) and Margolin and Gordis (2000) also report high rates of
co-occurrence between exposure to community violence and spousal conflict. According
to Sampson (1986), the likelihood of being victimized is two to three times higher among
residents living in neighborhoods with high levels of family disruption, suggesting a
positive association between community and family violence. Furthermore, results based
on a study attempting to integrate the study of family violence and the study of criminal
violence suggest that the severity of DV is associated with violence outside the home
(Fagan, Stewart, & Hansen, 1983). Based on police data, Fagan et al. found that 46% of
batterers had been previously arrested for other violent crimes, and that the most violent
batterers were those who were violent toward strangers. Thus, there appears to be an
overlap between DV and community violence. Community violence then, may be an
enduring vulnerability factor for the occurrence of violence within the family. However,
Fagan (1988) indicates that researchers still know little about the intersection of family
and community violence; the suggested association between community violence and DV
specifically, has minimal direct empirical support. The present study attempts to clarify
the relationship between violence in the community and the likelihood of being a battered
woman by including a path between community violence and DV in the hypothesized
model (see Figure 1).

While little is known about the impact of community violence on DV, two studies
suggest a link between community violence and child maltreatment. To test their
assertion that community violence contributes to the proliferation of child maltreatment

within the family, Lynch and Cicchetti (1998) conducted a one-year longitudinal study
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examining 7- to 12-year-old children’s history of maltreatment and exposure to
community violence based on responses to the child version of the SECV (Richters &
Saltzman, 1990). Using multiple-informant data based on 322 economically
disadvantaged children, the researchers found independent effects of maltreatment and
community violence on children’s social and emotional adjustment, and that community
violence predicted rates and severity of maltreatment. Thus, pervasive community
violence can act as a potentiating factor for the occurrence and degree of child abuse at
the family level. In addition, children’s competence at Time 1 predicted their exposure to
community violence at Time 2, suggesting that community and family factors transact to
predict children’s individual functioning. The researchers also report that maltreated
children from violent neighborhoods exhibit consistently poorer functioning. These
children show more externalizing and internalizing behavior problems, higher levels of
traumatic stress and depression, and lower feelings of self worth as compared to
nonabused children. Therefore, community violence and child maltreatment are risk
factors for children’s development and adaptation.

Coulton, Korbin, Su, and Chow’s (1995) cross-sectional study of 177 residential
census tracts in Cleveland, Ohio provides additional support for the claim that analyzing
the community context is important to understanding child maltreatment rates. Although
causal inferences cannot be drawn, the researchers found strong correlations between
child maltreatment and other forms of deviant behavior. Using official child
maltreatment data based on reports made to the County Department of Human Services,
the researchers found a correlation of .63 between neighborhood violent crime (according

to FBI index crimes against persons) and child maltreatment, a correlation of .42 between
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drug trafficking (according to police drug arrests) and child maltreatment, and a
correlation of .43 between juvenile delinquency (according to juvenile filings made at the
County Juvenile Court) and child maltreatment. These results suggest a strong link
between child maltreatment rates and neighborhood violence.

Although a few studies suggest a direct relationship between community violence
and both interspousal conflict and child maltreatment, researchers have not yet explored
the association between community violence and DV in detail. The present study will
explicate the relationship between violence occurring in the community and within the
family by examining the impact of community violence on DV specifically.
Furthermore, given that DV has been shown to negatively affect children’s socio-
emotional functioning, DV will be also be tested as a mediator of the hypothesized

relationship between community violence and infant mental health.

Impact of Violence on Maternal Psychological Functioning

Community violence may influence maternal psychological functioning, another
microsystem variable, in addition to DV. At this time, little is known about the impact of
community violence on women’s mental health. In their literature review of children’s
reactions to family and community violence, Margolin and Gordis (2000) suggest that
women may react similarly to children living in violent neighborhoods, experiencing
feelings of helplessness, fear, and grief due to the safety and survival threats that
community violence poses. One study supports this proposition. Based on the responses
of 104 low-income mothers to a semi-structured interview assessing victimization and

witnessing of community crime, Holland (1997) found that both direct exposure to
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community violence and fear of victimization were associated with high levels of
maternal depression.

While only one known study to date has documented the negative influence of
community violence on maternal psychological functioning, research on domestic
violence and its consequences for women’s mental health may provide some clues.
Battered women have been subjected to a type of violence exposure, and therefore, can
help researchers to understand mental health outcomes for women exposed to community
violence.

In an early attempt to study the effects of DV on maternal health, Hilberman and
Munson (1977) interviewed all of the women referred by a rural health clinic for
psychiatric evaluation during a 12-month period. Half of the 120 women needing mental
health services were victims of marital violence, suggesting that women’s psychological
functioning is affected by DV. Case studies revealed that these battered women suffered
from a variety of complaints, including somatic problems, low self-esteem, anxiety,
depression, lack of energy, fatigue, insomnia, nightmares, paralyzing terror, fear, guilt,
shame, and hopelessness. The women also reported feeling incompetent, unworthy, and
unlovable. Finally, many of the women demonstrated suicidal behavior, especially by
drug overdose (Hilberman & Munson, 1977).

Research findings corroborate these clinical reports. As compared to non-battered
women, battered women experience increased levels of psychological distress
(Thompson et al., 2000), depression (Cascardi, Langhinrichsen, & Vivian, 1992; Cascardi
& O'Leary, 1992; Christopoulos et al., 1987; Kemp, Rawlings, & Green, 1991; Mitchell

& Hodson, 1983; Moore et al., 1989; Wolfe et al., 1986), anxiety (Kemp et al., 1991;
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Moore et al., 1989; Wolfe et al., 1986), and post-traumatic stress disorder (Houskamp &
Foy, 1991; Kemp, Green, Hovanitz, & Rawlings, 1995; Kemp et al., 1991), in addition to
lowered self-esteem (Dutton & Painter, 1993; Kemp et al., 1991; Mitchell & Hodson,
1983) and general feelings of hopelessness, fear, social isolation, and distrust (Kemp et
al., 1991). For example, one study found that over half of a sample of severely battered
women (i.e., 75% reported having been beaten up by their partners within the past year
with 25% being beaten up more than 20 times in the past year, 84% sustained at least
superficial wounds within the past year, and 31% required surgery or suffered a
concussion as a result of their injuries) scored in the severe clinical range for depression
(Cascardi & O'Leary, 1992). In addition, the degree of psychological disturbance seems
to be related to frequency and severity of abuse. Based on the reports of 60 women who
sought assistance at a domestic violence shelter, Mitchell and Hodson (1983) found that
maternal stress (as indicated by frequency and severity of DV) is related to depression;
women exposed to a greater frequency and severity of violence suffer from more severe
depression than those exposed to less frequent and severe forms of violence. Likewise,
Cascardi and O’Leary (1992) found self-esteem to be highly correlated with frequency
and severity of abuse, such that as the level of battering increased, self-esteem decreased.
The psychological reactions of battered women are similar to trauma victims.
One study found that battered women suffer from high rates of trauma symptoms,
including dissociation, heightened anxiety and depression, and sleep disturbance (Dutton
& Painter, 1993). Although not all battered women meet the criteria for PTSD, the
prevalence of PTSD is high among battered women. In one study, 81% of physically

battered women and 63% of verbally abused women suffered from PTSD (Kemp et al,,
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1995). Although the group of verbally abused women were all currently in a relationship
in which there was only verbal abuse, 96% of the verbally abused women reported
physical abuse as a child, 31% reported sexual abuse by a family member as a child, 21%
reported rape as an adult, and 15% reported a physically abusive relationship prior to the
current psychologically abusive relationship (Kemp et al., 1995). Thus, it is possible that
the trauma symptoms these women reported resulted from prior sexual or physical abuse
and not solely from the verbal abuse they experienced. Another study found that 45% of
a shelter sample of battered women met PTSD criteria (Houskamp & Foy, 1991).
However, this estimate may be low as 34% of the women experienced only mild forms of
DV. When the sample was divided into high and low exposure groups on the basis of
the degree of perceived life-threat in the violent relationship, the results are more
consistent with other studies; 60% of the women in the high exposure group met the full
criteria for PTSD versus only 14% in the low exposure group (Houskamp & Foy, 1991).
Thus, the risk of PTSD among battered women appears to be related to the severity and
frequency of abuse. Battered women suffering from PTSD report higher levels of
physical and verbal abuse, injury, forced sex, and perceived threat than battered women
who do not meet the criteria for PTSD (Kemp et al., 1995).

Although research on community violence and its consequences for women’s
mental health is virtually nonexistent, studies indicate that battered women suffer from a
myriad of mental health problems (Kemp et al., 1991; Wolfe et al., 1986). Given this
body of literature, it is possible that other forms of violence, such as community violence
may negatively impact maternal psychological functioning in ways similar to that of DV.

The present investigation examines this relationship by incorporating a path between
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community violence and maternal psychological functioning in the hypothesized model
(see Figure 1). Furthermore, given the research suggesting that poor maternal
psychological functioning, in the context of DV, may negatively affect children’s mental
health (Levendosky et al., 2000), the current study will examine the role of maternal
psychological health as potentially mediating the impact of community violence on

infants’ socio-emotional development.
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Hypotheses and Rationale

Because environmental contexts and individual functioning transact and mutually
influence each other, a thorough assessment of each ecological level is necessary in the
conceptualization of DV. Most existing relevant research, however, has focused only on
factors within the ontogenic and microsystem levels that affect individuals’ competence
and adaptation, while ignoring both exosytem and macrosystem factors. Few researchers
have taken a contextual approach to studying DV.

Infants live within many systems. Thus, to gain a broad understanding of DV,
including risk factors and poor developmental outcomes, we must examine all of the
systems within which an infant lives. This study will expand the DV literature by
integrating an ecological/transactional framework and systems theory in proposing a
mediator model of DV, which considers one exosystem variable, community violence,
and two microsystem variables, DV and maternal psychological functioning, as risk
factors for infants’ social and emotional competence (see Figure 2 for hypothesized
measurement model). According to systems theory, examination of the community
context will lead to a more comprehensive understanding of the effects that DV has on
infants.

Thus far, researchers have provided evidence linking DV and a range of
emotional and behavioral problems in preschool and school-age children, including
anxiety, depression, aggressiveness, delinquency (Fantuzzo et al., 1991; Graham
Bermann, 1996; Jaffe et al., 1986; Mathias et al., 1995; Moore et al., 1989; Rosenbaum &
O'Leary, 1981; Sternberg et al., 1997; Straus et al., 1980; Wolfe et al., 1985), PTSD

(Graham Bermann & Levendosky, 1998; Lehmann, 1997; Levendosky et al., 2002), and
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diminished social competence (Mathias et al., 1995; Moore et al., 1989; Wolfe et al.,
1985; Wolfe et al., 1986). However, infants remain an understudied population in the
context of DV, even though young children are at a disproportionately high risk for
exposure to DV (Fantuzzo et al., 1997; Straus et al., 1980), and evidence suggests that
infants are capable of sensing interparental violence (Walker Andrews, 1997) and
potentially affected as a result (Alessi & Hearn, 1984; Cummings et al., 1981;
Easterbrooks et al., 1994; Layzer et al., 1986). In addition to the omission of infants in
DV analyses, exosystem variables have not been explored. Research on community
violence suggests that neighborhood violence may have negative consequences for
preschool and school-age children’s behavioral (Glickman et al., 2002; Gorman Smith &
Tolan, 1998; Gorman-Smith & Tolan, 1998; Miller et al., 1999), and emotional (La Greca
et al., 2002; Lynch & Cicchetti, 1998; Nader et al., 1990; Pynoos et al., 1987)
development. However, there is no known research examining the impact of community
violence on infants’ adjustment in the context of DV. The present investigation is the
first known study to address these gaps in the research literature, hypothesizing that
proximity to community violence, based on police incidents of violent crime in the
community, will increase infants’ social and emotional behavior problems as measured
by maternal report of activity level, aggression, peer aggression, negative emotionality,
and depression/withdrawal.

According to systems theorists, individual adaptation can only be understood after
considering all of the ecological levels within which an individual lives and the
transactions that occur among them (Wagner & Reiss, 1995). Therefore, considering the

community and its influence on the individual without accounting for a family influence
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would be erroneous. In addition to affecting individual functioning, research suggests
that community violence may influence microsystem functioning. For example, evidence
suggests that community violence may set the stage for the occurrence of violence within
the family. Several researchers have found a significant, positive relationship between
community and family violence, reporting high levels of co-occurrence between
neighborhood violence and intrafamily conflict, including spousal violence (Lynch &
Cicchetti, 1998; Margolin & Gordis, 2000; Osofsky et al., 1993; Richters & Martinez,
1993; Sampson, 1986). However, the association between community violence and DV
specifically, has no direct empirical support. In contrast, research on child maltreatment,
another form of family violence, has begun to include community violence as a risk
factor. For example, Lynch and Cicchetti (1998) conducted a longitudinal study on 322
children, finding that community violence predicted rates and severity of child
maltreatment, suggesting that community violence may lead to violence within the
family. Thus, it is possible that community violence acts as a potentiating factor for the
occurrence of DV. Given that community violence may be a risk factor for DV, and that
DV is a risk factor for children’s adjustment (Mathias et al., 1995), it is possible that an
understanding of the impact of community violence on infants is more comprehensive
when considering its impact through DV. Thus, the second hypothesis of the proposed
study is that DV mediates the relationship between community violence infants’ social
and emotional competence (see Figure 2).

Community violence may also influence maternal psychological functioning,
another microsystem variable in addition to impacting DV. Research suggests that the

presence of a supportive relationship with a parent is a protective factor for children
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exposed to DV (Kaufman & Zigler, 1987). However, exposure to high levels of
community violence may compromise women’s health, thereby limiting their ability to be
effective caregivers. Little research has been conducted concemning the effects of
community violence on maternal psychological functioning. However, one study
suggests that community violence is associated with high levels of depression in mothers
(Holland, 1997). And studies indicate that poor mental health limits mothers’ ability to
parent effectively (Crmic et al., 1984; Levendosky et al., 2000). Furthermore, children
exposed to DV appear to be the most troubled when their mothers are in emotional
distress (Pepler & Moore, 1995; Wolfe et al., 1985). Thus, poor maternal health, in the
context of DV, can have negative consequences for children’s adjustment.

The negative impact of DV on children’s well-being has been shown to be
partially mediated by maternal psychological functioning (Levendosky et al., 2000), but
no known study has considered maternal mental health as a mediator between community
violence and infant adjustment. Since aspects of the exosystem can create increased risk
for problems in other ecological systems, it is necessary to examine community-level
variables in addition to family-level (microsystem) and individual-level (ontogenic)
variables. Thus, in keeping with an ecological framework, the present study examines
the possibility of an additional indirect effect, hypothesizing that maternal psychological
functioning, as measured by maternal report of depression, anxiety, and PTSD, mediates
the relationship between community violence and infant adjustment (see Figure 2).

Approximately 10 million children witness intimate partner violence against their
mothers every year in the United States (Straus, 1991). With the large number of

children exposed to DV within the home, it is important to examine all of the systems in
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which a child lives and the possible risk and protective factors each level of ecology may
contain. The present study is an initial attempt to expand the focus of DV researchers
and add to the literature by exploring the community, an exosystem variable, and its
impact on the social and emotional competence of infants, an understudied population.
In addition to determining whether community violence is associated with greater
maladaptation in infants’ development, the results of this study will contribute to
interventions designed to reduce and/or eliminate the negative outcomes DV exposure
appears to have on children. Pepler et al. (2000) suggest taking a systemic perspective on
interventions for children exposed to DV. In order to develop interventions that
encompass all of the systems in which a child lives, however, we must first begin to
examine the broad ecological forces that affect children exposed to DV. The proposed
study is the first known effort to understand how the community context influences
infants’ experiences of DV, and the results should provide more avenues for intervention

programs by suggesting interventions at both the community and family levels.
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Method

Research Participants

The proposed study was performed in conjunction with a larger study at Michigan
State University conducted by Alytia Levendosky, G. Anne Bogat, William Davidson,
and Alexander von Eye. Participants included 94 mother-infant dyads selected from the
206 women who are participants in the Mother-Infant Study, a longitudinal investigation
regarding the impact of domestic violence on women and children. Women initially
enrolled in the study during the last trimester of pregnancy and are currently being
followed through their infants’ second year of life. Participants were recruited from the
Clinton, Eaton, and Ingham counties of Mid-Michigan by posting flyers (see Appendix
A) at multiple sites, including Obstetric/Gynecological clinics and other women’s health
clinics, domestic violence shelters, legal agencies, and several social service programs,
such as FIA, WIC, Head Start, Jump Start, and Maternal Infant Outreach Program. In
addition, flyers were posted in the community at libraries, laundromats, stores, and other
public areas.

Women interested in participating contacted the project office, at which time a
trained research assistant conducted a brief screening to determine eligibility. Women
were required to be between 18 and 40 years of age, in their third trimester of pregnancy
at the time of their initial interview, and involved in a romantic relationship that lasted for
at least 6 weeks sometime during their pregnancy. Women were excluded from
participation in the study if it was believed that they would have difficulty understanding

questionnaires due to a limited knowledge of the English language.
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After approximately half of the sample had been enrolled in the study (n=96),
additional screening procedures were instituted to ensure that a reasonable number of
subjects experienced DV during pregnancy. During the telephone screen, the Conflict
Tactics Scale (Straus, 1979) was administered in order to track the number of battered
and non-battered women. For the purpose of recruitment, women were categorized as
“battered” if they experienced physical violence during pregnancy according to this
measure. This screen was used to exclude women who had not experienced DV during
pregnancy once it was determined that enough non-battered women were already
enrolled. After 137 women had been recruited and interviewed, it was discovered that
many of the “non-battered” women had experienced DV in a prior relationship. Thus, the
telephone screen was then also used to enroll women who had never experienced DV, in
addition to those who experienced DV during their current pregnancy. Overall, 161
women who called the project office to participate were deemed ineligible because they
did not meet age, language, relationship status, or battering experience criteria. There are
no significant demographic differences between these excluded women and participants.

Although 206 women met the inclusion criteria and voluntarily agreed to
participate in the first wave of data collection, attrition due to moving and loss of contact
resulted in 190 subjects having completed data at the time of their infants’ first birthday.
The 94 mother-infant dyads selected for the project from the total sample of 190 having
completed data are those who resided in the Lansing metropolitan area at the time of the
infants’ first birthday. Currently, data on community violence is only available for those

women and children living in the Lansing area.
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Approximately half of the 94 women in the study identify themselves as
Caucasian/White (45.7%), with 38.3% identifying themselves as Black/African
American, 8.5% Latina/Hispanic/Chicana, 5.3% Biracial, 1.1% Native American, and
1.1% Other (see Table 1). Women identify their infants as 37.2 % Black/African
American, 31.9 % Biracial, 25.5% Caucasian/White, 3.2% Latino/Hispanic/Chicano,
1.1% Asian American/Pacific, and 1.1% Native American (see Table 2). The average
age of women in the study is 26.15 years, while the average age of the infants is 1.10
years. The majority of women have a high school diploma, equivalent, or some high
school education (44.7%); 34.0% have some college; 6.5% have completed trade school;
and 3.2% have eamned an associate’s degree, 7.4% a bachelor’s degree, and 4.3% a
graduate degree. Monthly income for the women ranges from $267 to $7,000, with a
median monthly income of $1,350. Over half of the women in the present study are
single/never married (52.1%), 35.1% are married, and 12.8% are separated, divorced, or

widowed. On average, the women have 2.10 biological children.
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Table 1

Demographic Information on Mothers

Characteristic N=94
Racial/Ethnic Group
Caucasian/White 43 (45.7 %)
African American/Black 36 (38.3 %)
Latino/Hispanic/Chicano 8 (8.5%)
Biracial 5 (5.3%)
Native American 1 (1.1 %)
Other 1 (1.1 %)
Educational Status
Grades 1 - 13 42 (44.7 %)

Some College/ Trade School/ or A.A. Degree

B.A./B.S. or Graduate Degree

41 (43.6 %)
11 (11.7 %)

Marital Status
Single/Never Married 49 (52.1 %)
Married 33(35.1 %)
Separated/ Divorced/ or Widowed 12 (12.8 %)
Median Family Income $1350
(SD =$1444)
Mean Age 26.15
(SD =5.03)
Mean Number of Biological Children 2.10
(SD=1.32)
Table 2
Demographic Information on Infants
Characteristic N=94
Racial/Ethnic Group
African American/Black 35(37.2%)
Biracial 30 (31.9 %)
Caucasian/White 24 (25.5 %)
Latino/Hispanic/Chicano 3 32%)
Asian American/Pacific 1 (1.1 %)
Native American 1 (1.1%)
Gender
Female 48 (51.1 %)
Male 46 (48.9 %)
Mean Age 1.10
(SD =.15)
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Measures
Demographic information was gathered at Time 1 (T1), during women’s third
trimester of pregnancy, at Time 2 (T2), when the infant was 2 months of age, and at Time
3 (T3), when the infant was 12 months of age. Data collection for DV, as well as for
mother and child outcomes occurred at T3. Community violence data occurring a year

prior to T3 was collected retrospectively.

Demographics

Brief questionnaires were administered at T1, T2, and T3 to obtain basic
information from participants, such as ethnicity, family composition, marital or
relationship status, parental education level, parental occupation, and family income (see

Appendix B).
Infant and Maternal Mental Health

Infant social and emotional functioning. Infant social and emotional adjustment
was assessed using the Infant Toddler Social and Emotional Assessment (ITSEA), a 107-
item, parent-report questionnaire designed to measure multiple dimensions of social-
emotional problems and competencies in 12- to 24- month-old children (Briggs-Gowan
& Carter, 1998). The ITSEA is a comprehensive measure, which can be used to evaluate
four problem domains: externalizing, internalizing, dysregulation, and maladaptive
behaviors. Of the sixteen problem and competence scales included in the ITSEA to cover
the four domains, five scales were chosen for the proposed study: activity level,
aggression/defiance, peer aggression, emotional negativity, and depression/social
withdrawal. At T3, each participant was given a list of 42 behaviors and asked to rate

how true each behavior was of her child (see Appendix C). Examples of behaviors
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include, “Is restless and can’t sit still,” “Hits, kicks, or bites children or adults,” “Hurts
other children on purpose,” “Is impatient or easily frustrated,” and “Avoids physical
contact.” Responses were rated on a three-point scale from ‘“Not true/rarely” to “Very
true/often.” A “No opportunity” code was also provided so mothers could indicate that
they have not had the opportunity to observe certain behaviors. Participants received a
mean score for each of the five scales. Scale scores will be calculated by summing the
items in each scale and dividing by the total number of non-missing items for a given
subject. Scale scores will range from 0 to 2, with a 0 indicating that almost all items were
rated as “Not True/Rarely,” while a score closer to 2 indicating that the majority of the
items were rated as “Very True/Often.”

Preliminary findings from an ethically and educationally diverse sample of 219
parents and their 12- to 36-month-old children indicate that the ITSEA is an acceptable
measure of infant social and emotional adjustment with high test-retest reliability,
validity, and internal consistency (Briggs-Gowan & Carter, 1998). Intraclass correlation
coefficients for the five scales selected for the present study ranged from .70 to .87
(Briggs-Gowan & Carter, 1998), indicating that the measure is reliable across time. The
criterion validity of the ITSEA was established by observing high correlations between
the ITSEA and other measures of child temperament and behavior (Briggs-Gowan &
Carter, 1998), including the Child Behavior Checklist (Achenbach, Edelbrock, & Howell,
1987), the Colorado Child Temperament Inventory (Rowe & Plomin, 1977), and the

Parenting Stress Index (Abidin, 1990). Finally, the measure was observed to be

internally consistent with coefficient alphas for the five scales ranging from .69 for the

depression/social withdrawal subscale to .86 for the peer aggression subscale (Briggs-
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Gowan & Carter, 1998). In the present study, coefficient alphas on the five selected
subscales range from .65 for the depression/social withdrawal subscale to .87 for the

aggression subscale.

Maternal posttraumatic stress. Maternal posttraumatic stress was assessed using
the Posttraumatic Stress Scale for Family Violence, a 17-item questionnaire developed to
assess the psychological trauma of battered women (Saunders, 1994). Based on the DSM
III-R criteria for Posttraumatic Stress Syndrome, the measure includes three subscales: 1)
avoidance of stimuli, 2) intrusive reexperiencing and 3) increased arousal. At T3,
participants were asked to rate the number of times they experienced each item as a result
of psychological and/or physical abuse (see Appendix D). Example items include,
“Trying to avoid thought or feelings associated with the behaviors,” “Unpleasant
memories of the behaviors you can’t keep out of your mind,” “Much less interest in
important activities since the behaviors,” and “Very easily startled.” Responses are rated
on an 8-point scale ranging from “never” to “over 100.” A total posttraumatic stress
score was calculated by summing the answers on all 17 items. Possible scores range
from O to 119.

Saunders (1994) has demonstrated concurrent validity for the Posttraumatic Stress
Scale for Family Violence by finding significant, positive correlations with the subscales
of the Impact of Event Scale (Horowitz, Wilner, & Alvarez, 1979). Internal consistency
for the scale has also been shown to be high; based on a sample of 192 battered women,
Saunders reported an alpha of .94 for the entire scale and alphas ranging from .79 to .92
for the three subscales. In the present study, the coefficient alpha for the entire scale is

.95.
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Maternal anxiety. Maternal anxiety was assessed using the Brief Symptom
Inventory (BSI), a brief psychological self-report symptom inventory (Derogatis &
Melisaratos, 1983) that evolved from its parent instrument, the SCL-90-R. It consists of
53 items that measure nine primary symptom dimensions: somatization, obsessive-
compulsive, interpersonal sensitivity, depression, anxiety, hostility, phobic anxiety,
paranoid ideation, and psychoticism.

For the present study, only the anxiety dimension was administered (see
Appendix E). At T3, participants were asked how much they were distressed by 6
specific symptoms during the previous week. Example items include, ‘“Nervousness or
shakiness inside,” “Feeling fearful,” and “Feeling so restless you can’t sit still.” Each
item is rated on a 5-point scale of distress, ranging from “not at all” to “extremely.” A
total anxiety score was obtained by summing the answers on all 6 items. Possible scores
range from 0 to 24.

The anxiety dimension of the BSI is both reliable and valid. Test-retest reliability
of 60 non-patient participants revealed a coefficient of .79 (Derogatis & Melisaratos,
1983), indicating that the BSI-A is a stable measure over time. The correlation between
the anxiety dimensions of the BSI and SCL-90-R is .95 (Derogatis & Melisaratos, 1983),
suggesting that the BSI has good alternate forms reliability. In addition, the dimensions
of the BSI and the scales of the MMPI are highly convergent (Derogatis & Melisaratos,
1983). Finally, the anxiety dimension of the BSI is internally consistent. Based on a
sample of 1002 outpatients, Derogatis and Melisaratos (1983) report a Cronbach’s alpha

of .81. In the present study, the coefficient alpha for the anxiety dimension is .73.
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Maternal depression. Maternal depression was measured at T3 using the Beck
Depression Inventory (Beck, Ward, Mendelson, Mock, & Erbaugh, 1961), a 21-item self-
report questionnaire developed to assess the intensity of depression (see Appendix F).
The instrument covers a wide variety of symptoms of depression, including depressed
mood, sense of failure, social withdrawal, self-loathing, and sleep and eating
disturbances. Each of the 21 symptom categories consists of four evaluative statements
that are ranked from neutral to severe with values of 0-3 assigned to each statement. For
example, the first symptom category, depressed mood, consists of the following four
statements: “I do not feel sad,” “I feel sad,” “I am sad all the time and I can’t snap out of
it,” and “I am so sad or unhappy that I can’t stand it.” At T3, each participant was asked
to choose the statement from each grouping that best described how she had been feeling
during the course of the previous week. The total depression score was obtained by
summing the answers of all 21 items. Possible scores range from 0-63, with scores of 0-9
indicating no depression, 10-15 indicating mild depression, 16-23 indicating moderate
depression, and any score over 24 indicating severe depression.

The Beck Depression Inventory (BDI) was originally designed to measure the
behavioral manifestations of depression in psychiatric populations. Beck et al. (1961)
reported a split-half reliability of .93 after a Spearman-Brown correction. The
researchers also examined the validity of the BDI by comparing scores on the inventory
to psychiatric ratings of depression and found a significant correlation coefficient of .67.
In the present study, the coefficient alpha is .86, suggesting that the BDI is also internally

consistent.
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Violence

Domestic Violence. The frequency and severity of domestic violence, defined as
adult male violence against female partners was assessed using the Severity of Violence
Against Women Scales (Marshall, 1992), a 46-item instrument, which considers the
seriousness, abusiveness, aggressiveness, violence, and threat values of the behaviors, as
well as the emotional impact the acts have on the recipients (see Appendix G). The
Severity of Violence Against Women Scales (SVAWS) is composed of nine dimensions:
symbolic violence; mild, moderate, and serious threats of physical violence; minor, mild,
moderate, and serious actual physical violence; and sexual violence. At T3, each
participant was requested to report how often her partner did each behavior to her during
the last year. Example items include, “Hit or kicked a wall, door, or furniture,”
“Threatened to hurt you,” “Pushed or shoved you,” “Beat you up,” and “Physically
forced you to have sex.” Women rated their experiences of abuse during their child’s
first year of life on a 4-point scale ranging from “Never” to “Many times.” In the
present study, the nine dimensions were collapsed to create three subscales:
psychological abuse, physical abuse, and sexual abuse. The psychological abuse scale is
composed of the symbolic violence and threats of physical violence dimensions (i.e.,
items 1-19). The physical violence scale is composed of the actual physical violence
dimensions (i.e., items 20-40). Finally, the sexual abuse scale consists of the sexual
violence dimension (i.e., items 41-46). Each scale was considered to be a continuous
variable. A severity score was calculated for each scale by multiplying the number of

times each item occurred by its physical harm impact weight and summing the weighted
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items for each subscale across partners (in the present study, participants had 2 partners at
most).

A study of a community sample of 208 women revealed that the SVAWS has
high internal consistency (Marshall, 1992). Coefficient alphas for the nine subscales
ranged from a low of .89 for symbolic violence to a high of .96 for both mild and serious
physical violence (Marshall, 1992). In the present study, coefficient alphas range from
.57 for the collapsed sexual abuse scale for partner 1 to .96 for the collapsed physical

abuse scale for partner 2.

Community Violence. Community violence was measured using ArcView GIS
3.2, a Geographic Information Systems and spatial analysis desktop computer software
program. First, police data were used to create an incidence map of community violence.
Although police data do not necessarily capture an individual’s experience of violence,
police data are an indicator of the likelihood of exposure to community violence. In
addition, they represent the only regular source of information on incidents of community
crime that is readily available, timely, and includes incident location (Miles-Doan, 1998).
Therefore, all incidences of violent crime that occurred in the Lansing metropolitan area
between February 1999 and April 2000, to correspond to the year prior to T3 data
collection, were digitally geocoded to create an incidence shapefile of community
violence. Multiple types of crimes were considered “violent” for the purposes of this
study, including criminal sexual conduct; robbery; assault; domestic abuse; child abuse,
and torture; murder; manslaughter; homicide; kidnapping; ethnic intimidation; stalking;

and weapons offenses (See Table 3 for Incident Type and Frequency).
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After creating the incidence base, all participant addresses at the time of their T3
interview date were geocoded. A shapefile of each participant address was then created
and spatially joined with the violent crimes incidence shapefile to create a new shapefile
containing all incidences of violent crime that occurred in Lansing during the specified
dates, each participant’s T3 address, and the distance between each incident of violent
crime and each participant’s address (see Figure 3 for Location of Study Participants and
Violent Crimes). A proximity score was calculated for each mother-infant dyad by
computing the average distance between each participant’s T3 address and each incident
of violent crime to represent the amount of community violence each mother-infant dyad
experiences. Proximity scores were reverse coded, such that larger distances represent
more community violence exposur<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>